IT IS NOW generally accepted that malignant tumour cells are capable of producing a variety of substances whose biological activities are identical with those of various endocrine hormones (Morrell, 1964; Ross, 1965; Anderson, 1966; Friedman, Marshall Jones & Ross, 1966; O'Riordan et al., 1966) . As a rule, the secretion of such hormone-like substance is 'inappropriate' in the sense that it is not related to the body's physiological needs and escapes the normal feedback homeostatic control.
Adrenocortical hyperactivity is the most common endocrine derangement and oat-cell carcinoma of the bronchus is, numerically, the most important cause of such malignant Cushing's syndrome. Although carcinoma of the pancreas is a relatively common form of neoplasm, its association with Cushing's syndrome is rare (Hallwright, North & Reid, 1964 Numerous foci of fat necrosis distal to the tumour. Striking dilatation of the main pancreatic duct to an internal circumference of 3 cm over a considerable length.' Histology (Professor T. Symington)
(1) Adrenals: 'Absolutely typical of the ectopic ACTH syndrome associated with Cushing's disease. The gland is tremendously hyperplastic and consists of large hypertrophied compact cells which extend out to the capsule of the gland.
(2) Pancreas: The tumour of pancreas is a typical small-cell carcinoma similar to an oatcell carcinoma of the bronchus. This is the common type of tumour which is associated with hormone production.
(3) Pituitary: The characteristic features of the pituitary are the presence of Crooke's hyaline cells which may or may not be found in the ectopic ACTH syndrome.'
Comment
The rapid onset of symptoms, the presence of diabetes, hypertension and hypokalaemic alkalosis and the development of oedema, muscle wasting and depressive psychosis were all characteristic of the so-called ectopic ACTH syndrome. Loss of diurnal rhythm of cortisol secretion and independence of pituitary control supported this diagnosis. Because of its frequent association with this syndrome, carcinoma of the bronchus was suspected, but no evidence for its presence was discovered. Excessive obesity of the abdomen had made clinical assessment of abdominal viscera difficult and the pancreatic tumour was appreciated only after the patient had lost a good deal of weight. In such circumstances, it would seem desirable to carry out a barium meal and 'follow through' when no clue to the presence of an intrathoracic lesion is forthcoming.
In view of the clinical picture and the histological appearances of the pancreatic tumour and the adrenal cortex, the Cushing's syndrome in this patient would appear to be secondary to the carcinoma of the pancreas. Pancreatic carcinoma should be considered a possibility when search for an ectopic source of ACTH is indicated.
THIS case of malignant tumour is reported since it may be the first of its kind to present in coma and subsequently be resuscitated with chemotherapy.
Case report
Miss E.C., a 53-year-old civil servant, was *Seconded from The Northern Ireland Radiotherapy Centre.
admitted to hospital in a confused state. Two weeks before admission she attended the surgical out-patients' department with a small lump in her neck. At that time chest X-ray and blood picture were normal and Paul Bunnell was negative. There was no further history.
On examination the patient was disorientated in time and place but not in person. Optic fundi were normal. There was no loss of power in the limbs and the deep reflexes were brisk and equal with carcinoma of pancreas. 
